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INTRODUCTION

The problem of Mental Hygiene and Child Guid
ance Clinics 1 s very real in the city of Omaha.
need is here.

The

H. M. Corning, Superintendent of Schools

of th e City of Omaha, says, "If there is eny one thing
which 1s sorely needed by the children of Omaha, it is
psychiatric service."

This seemed a condition quite remote from
me until I started looking into the situation at the
suggestion of my Advisor.

However, when I began a

little study of the situation, I found that such a

proJect might have saved a boy, of whom I was quite
fond, from committment to the State Reform School.

Then the project seemed somewhat practical, and was

taken as the subject f or this endeavor.

The plan of writing is to provide first, a

resume of the pertinent theories on which the proJects
are based.

This, in turn, is followed by a short

history of the development of the clinics, tracing
their origins in generalities, rather than too exactly,

as this would be a major work in itself and quite be
yond the scope of this paper.

These origins have then

been fitted into the Demonstration Clinics financed by
the Commonwealth Fund and their effects on it shown.

A short resume of Personnel, Cost, and Distrirution,
based on the latest figures available is then inserted

as a basis for determining to some extent what chances
the current Omaha plan has of surviving.
Part III takes up the relationship of the
general practitioner and pediatrician to the general
field of psychiatry, and to the clinics.

In this, I

fear, there is a little pessimism, as to the adequacy
of the present amount of child psychiatry to which students are exposed.

In addition, I tried to point out

the advantages of such a clinic in connection with a
teaching institution.
Part IV then reviews the situation as it has
been and now stands in Omaha, with a few personal views
as to which direction some of the endeavors should be
directed.
In conclusion, I must say that Witmer's book
"Psychiatric Clinics for Children" has been my guiding
light in the preparation of this work.

s.s.P.
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PART I
HISTORY OF DEVELOPMENT
OF MENTAL HYGIENE CLINICS FOR CHILDREN

PART I

HISTORX OF DEVELOPMENT
OF MENTAL HYGIENE CLINICS FOR CHILDREN
Theories of Psych1atr_y

~

Basis for Develo2ment

ot Mental &giene Clinics
The story of the development of child psychiatry must start with the time when medicine began
its search for mental diseases and so took the first
step in considering psychotic individuals as something
other than perverse or "possessed."

If these conditions

were diseases, then they must have a cause and perhaps
a cure.

It is certain that methods of "cure" of

psychoses have not lacked in variety.
"Hydrotherapeutic, occupational therapeutic,
pharmocological, organo-therapeutic, and recreational
methods have vied with surgical operations ranging
from modified eviscerations to injections of sundry
substances into the body •••• Patients formerly chained
in the dungeon and flogged; not long since exsanguated
and purged; recently drugged, isolated and restrained,
still more recently treated for teeth and tonsil infections or given spinal injections of horse serum
may now receive treatment by infection with malaria
or have their body temperature raised by electrical
induction." (1)

2.

Some of these methods have proven helpful in
some organic lesions and the medical professione's
search for diseased processes has heightened the public's
distinction between normal and abnormal.

They then are

ready to associate some types of abnormal behavior as
illness and so include the mental patients with the
sick who are to be pitied.

However, if the illness

does not yield to therapy then the traditional medical
approach leaves no alternative explanat1 on for psychotic behavior.

(2)

The theory that changed this point of view
and set psychiatry upon the path of studying the total
human being rather than the diseases of specific organs
grew largely out of psychology, although medicine itself
was not always the science that it now is proud to call
it self.

In the late 1600' s Stahl wrote:

"Medicine ......

must recognize that scientific knowledge is only an
instrument of the physician:

it may be and often is

quite alien to his art, which is the healing of the
human being, and this can only be done if he understands
not merely the physiological make-up of his body, but
the whole personality. 11

(

3)

He held that the human

organ1sm is essentially a unit, that personal elements
play a part in liability to disease, that mental conditions are important causes of both physical and mental

3.
disorders, and that emotions are more important than
reason and should be taken into consideration in
treatment.

( 4)
In the meantime, various concepts in psy-

chology emerged that are basic to modern, dynamic
psychiatry.

Perhaps the most important of these is

the genetic theory of personality, which holds that
personality is the product of growth and experience.

-

Probably its earliest modern representative was Comeniue
0

in the 17th century.

It was later emphasized by Locke,

Rousseau and Herbart.

Its full development did not come,

however, until after Darwin had made his evolutionary
hypothesis famous.

Through its emphasis on origins,

the theory of evolution sponsored child psychology
and led to an interest in individual differences.
Closely allied to this point

or

(3)

view is the

conception that behavior ls the expression of the
adjustment of the organism to its environment.

This

again was given impetus by Darwinism and has a long
history.

It may easily be traced back to Locke's

dictum that the infant's mind is a tabula nase, that
ideas are not inherent, and that experience gives the
content to what the mind later knows, feels, and does. (5)
The dynamics of the process of personality
development also received attention for several centuries.

Freud says ~e got the original impetus for his
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work on instincts from Schiller's

the world go round. 11

(

6)

II

Hunger and love make

Late in the 19th century came

the various theories of instincts and later still their
partial rel:uttal and the clarification through experiments on animals and observations of young children.
The importance of emotions .in mental life is
another elementary psychiatric principle that has a
long history in psychology.

It is seen in the theories

of the late 18th century psychologists who regarded
feelings, sensation, and will as the three classes into
which mental states may be divided.

Theory was ever

inviting and with the work of Charcot and its refutation
by Bernheim interest in hysteria was aroused and use
of suggestion as a therapeutic agent evolved. (7)
It was in this atmosphere that Freud began his work and
so found favorable ground for his seed.
In America in the early 1900's, there were
three main groups of psychiatrists interested in psychological questions.

One group followed Freud who out

of his studies of hysteria and other neuroses had come
to the conclusion that psycho-pathological symptoms
have meaning and that mental disorders dignify "failure
on the part of the ego to deal in any final manner with
certain fundamental intra-psychical conflicts that are
the inevitable lot of every human being." (8)

'

s.
The second group calling the attention of
psychiatrists to psychology included Boris Sidis and
Morton Prince.

They developed, more or less independ-

ently of Freud, principles of subconscious.

Prince

held that the form and development of neurotic symptoms
were functions of the total psychic life; and Sidis

attributed cause of later mental difficulties to the ·
environmental conditions of childhood.
The third group was headed by Adolf Meyer.
His point of view was less theoretical than the others
and put much stress on "common sense,u a fact that may
account for the more ready acceptance of his work.
However it was, it is clear that it was he who was
chiefly responsible for turning American hospital psychiatry away from psychological studies to an interest
in the total human being.

(2)

Meyer discards dis-

tinction between body and mind, talces all factors into
account, exalts the science of "disciplined commonsense," and bases his therapy upon habit training and
re-education.

He started out as a young doctor in

Switzerland, treating mental patients as a group apart;
handling them as a group of people nnot all there" and
probably always different from normal people.

It was

only after his mother became mentally 111 that he realized that the psychotic patient had a past in which he
had been sane and in which internal and external . events
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might be discovered that could account for his later
misfortune.
"Psychiatry became real to me only when the
concepts and the experiences with its facts and problems became clearer and more concretely related to life
interests; and especially when I had to handle patients
whom I also had known without mental disorder -and who
were viewed not as mere derelicts but persons to be
readjusted."
While Meyer is credited with many principles
basic to child psychiatry, he had a more direct influence
in the development of state-supported psychiatric services
for children.

In his writings from 1895-1909 one may

find specifically stated many of the ideas now guiding the work.

The origin of most of the ideas is traced

to his insistence for obtaining more knowledge about his
patients.

His wife acted as home visitor {probably first

psychiatric social worker).

Next came his work of pre-

paring the home for the return of the patient.

Next

provisions for after care.

Centralization of effort

gave birth to the clinic.

Prophylaxis was a logical

corollary to his views on cause.

Writing on his con-

viction that "mental disease is much more easily prevented than cured, 11

(

10) he further wrote, "Not only

m~et the State or the public provide for the best possible medical treatment and for the Pnysical welfare

1.
and comfort of its high number of patients, but it must
strive to make its institutions centers of progress
which must be concerned not only with meeting the emergencies of the day, but with the more far-reaching problems of prophylaxis and of stemming the tide of increase.
The institutions for the insane must indeed become the
nucleus of a far-reaching work for social and individual
mental hygiene and mental readjustment." ( 11)
He not only planned for inmates of institutions
and their extra-mural situations, but also had an interest in the children.

He writes, "In harmony with my

dynamic conceptions of most mental disorders, I had to
reach out, in my .actual work, more and more toward a
broader understanding of t he patients, which led me to
a study of family settings, and by and by (1903) also
of the place where the individual first becomes a member
of the c om~uni ty, the school." ( 12)
From the above studies, Meyer came to the conclusion that "knowledge of the mode of development of
tne graver mental disorders would help us to discriminate
those traits of character that should serve as warnings
to be heeded," though he noted that, "traits like
seclusiveness, day-dreaming, and discrepancies between
thought and failure are not sufficient indications of
inevitable failure. 11

(

13)

Freud's conceptions also have their effects.

8.
Since it 1s one of the ma1n principles of Freudian
theory that the bases of many neuroses and psychoses
are laid down in early childhood, it is natural that
prevention should be~in early.

As has already been noted,

Meyer heartily agreed with this principle so we have a
plan appealing to both schools of psychiatry.

So about

1920 under the influence of White, Salmon, and others,
the National Committee for Mental Hygiene began to turn
from adult psychiatry to child guidance. (14)

9.
Evolution of Psychiatric Clinics f~r Children
Tracing the detailed lineage· of psychiatric
service for children is a job for some future historian.
However, it may better enable us to understand the disputes in the field of child psychiatry to note the main
lines.
According to Witmer, there appear to be three.
First, those of the mental hospitals and schools for
feeble-minded.

These groups may be placed together as

there wa·s little differentiation made in the early days.
Second, came the clinics for juvenile delinquents, while
the third (result of fusion of the first two) is that
which began with the Commonwealth Fund's program of
demonstration child guidance clinics. (15)
Development in Hospitals and Schools
Although extensive developments in mental
health came only after psychiatrists and even the general
public had developed a new point of view concerning
psychic maladjustments, the first clinics were set up
during a period of interest in mental disease as such.
The first publication seems to be a volume titled,
" " ental Hygiene, 11 wrl tten by William Sweetster in 1843.
(16)

As early as 1871 the California State Board of

Health proposed the erection of a hospital for the care
of incipient mental disorders because it was believed
that much permanent insanity was due to lack of early care.
(17)
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Next came the National Association for Protection of
Insane and the Prevention of Insanity, which lasted only
a few years, and whose purposes closely paralleled those
of the present National Committee for Mental Hygiene. (18)
Then clinics began to appear slowly.

The earliest is

said to have been established by Dr. John B. Chapman in
the Pennsylvania General Hospital in 1885.
was

II

Its p.irpose

treatment of mental diseases in their early or

incipient stages occurring among the poor and indigent. 11 ( 19)
More definitely preventive was a clinic opened
in 1897 under the direction of Dr. Walter Channing at
the Boston Dispensary.

This apparently marks the be-

ginning of c].inical work with children.
clinic, 11 wrote Channing in 1901,

n

11

A mental

should strive to in-

vestigate a few cases thoroughly -- and a good deal of
time should be spent on the consideration of sociological
factors." ( 20)
Then through the influence of Meyer, other
State Hospitals in New York and Massachusetts began to
offer clinic services.

The first was the St. Lawrence

(New York) State Hospital in 1909.

The next year came

the Northampton (Mass.) State Hospital clinic with one
of its own staff making home visits. (21)
The first clinics had several functions.
were interested in prevention of mental disorders by
early recognition and treatment as already noted.

They

11.
However, another purpose was to keep in touch with patients on parole.

The report about the New York Clinics

in 1912 puts it this way:

11

T~

parole _s ystem has not

met all the expectations of those interested in its
development, for the reason that it has been impossible
to induce more than a small percentage of patients to
visit the hospital in person during their parole -- It
is thou ght that many more will visit the clinic than would
go back to the hospital, because of its greater convenience, and al so because many patients would be more
willing to attend a medical station outside the state

hospital limits. 11

(

22)

cational objectives.

Finally some clinics had eduThe New York Charities Association

states in 1917, "These outpatient departments bringing
to the very doors of the residents of communities all
over the state the skilled services and competent advice
of specialists, are not only having an important preventive effect, but also are serving to inform the public
generally about the nature, causes and treatment of
mental disease, with the result that a more humane and
normal attitude is coming to prevail toward the mentally
sick and the institution for their treatment. 11 (23)
These clinics, however, were seldom interested in
children except the mentally defective.

The first

hospital clinic to study many children seems to have
been the Out-patient Department of the Boston Psycho-
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Pathic Hospital which accepted children from its opening
in 1912.

To its outpatient department children were

referred by schools, courts, and social agencies.
Generally, however, State hospital clinics
rarely accepted children as patients before 1920.

The

other notable exception being a clinic opened in 1915
by Allentown State Hospital in Easton, Pennsylvania.
This had as one of its original purposes ''to serve
as cle aring house for public schools, of all children
suspected of being in the exceptional class, securing
for them diagnosis and prognosis, determining the degree
and variety of mental weakness, advising what environment
and course of action will serve the interest of each
individual child." (24)

It was on the basis of such an

interest in educationally retarded children that later
state clinics began their work.

Feeblemlnded were from

the beginning recognized as a separate problem and in
Massachusetts a system of

II

school clinics" was set up

in 1919 where according to law all children three or
more years retarded in school must be examined by state
personnel.

These services are still separate, though

the New York prototype has been combined with the
State Department of Mental Hygiene.
Clinics for Juvenile Delinquents
While mental hospitals slowly became involved
with children, a Dr. William Healy, in 1909 began a
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fl ve-year plan of study for Juvenile offenders.

After

a trip around the country in 1908 he was so impressed
with the lack of anything specific for children that he
started and financed a child guidance clinic of his own
under the sight of the Juvenile Court of Cook County,
Illinois.

After his five years, it was taken over by

the County and three years later responsibility for it
was assumed by the state. (25)
The contributions of the project are many.
Healy brought the philosophy of Meyer to the study of
delinquents.

He met each delinquent as an individual

and treated each problem as essentially unique.

He used

medical examination to analyze the child's physical
Resets, psychological tests to establish his intellectual capacity and psychiatric interviews to determine
his attitudes and the character of his mental life.
There was no social worker as such, wt such information
was secured from probation officers.
"four-fold approach" that is now the

So we see the
11

standard11 practice

in child guidance work.
In 1915 a second program of this type was
undertaken by the State of Ohio and in 1916 another
was instituted by Grand Rapids Probate Court.

From here

on it was a gradual succession on the general pattern
evolved by Healy.

14.
Demonstration Child Guidance Clinics
Such was the state of the Psychiatric service
for children until about 1921, when the national committee
for Mental Hygience was laying plans for what are now
called child guidance clinics.
This organization played an important part
in the war and post-war work with shell-ahocked soldiers
and later had a period of concern with the problems of
college students and industrial workers.

Starting in

1917 its interest became centered on the mental hygiene
aspects of feeblemindedness, crime, and poverty.
erous surveys were

IIR

Num-

de and in 1921 a clinic program

designed to demonstrate a n:ethod of checking juvenile
delinquency was financed by the Commonwealth Fund.
Describing the purposes of these clinics, an early report stated:

"As a result of studies, the conviction

is spreading that an adequate understanding and treatment of the personality difficulties of children not only
offer the possibility of early discovery and prevention
of delinquent trends, but may also mean in many cases the
removal of conflicts and cure the habits likely to lead
to unhappiness, inefficiency, and failure in adult life.
The purpose of the Commonwealth Fund is to develop the
psychiatric study of difficult, predelinquent, and
delinquent children in schools and juvenile ~ourts;
to develop sound aethods of treatment based on such

15.
study; and to provide courses of training along sound
lines for those qualified and desiring to work in this
field." ( 26)
In planning this program, the National Committee drew upon the Illinois Institute for Juvenile
Research, the Judge Baker Foundation, and two psychopathic hospitals.

After the first two it patteaned its

use of the psychiatrist and psychologist for treatment
and its plan of working through the Juvenile Court.
Precedent for including the psychiatric social workers
on the clinic staff was offered by the Boston Psychopathic Hospital and the Henry Phipps Psychiatric Clinic.(27)
The first demonstration clinics were set up
in 1922 in st. Louis and Norfolk with the purpose of
"showing the juvenile courts and child caring agencies
what psychiatry, psychology, and social work have to

offer in connection with the "problem child"; and by
properly directed and effective methods of treatment
not only to help the individual delinquent to a more
promising future, but to decrease· the amount of delinquencies." (28)

It soon became apparent, however, that

there were disadvantages to working wholly trhough the
courts and that the most effective preventive work was
to be done with those children whose misconduct had not
yet been counted delinquency.

The later clinics were

set up in connection with hospitals or schools and
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referrals were sought from parents, teachers, and social
workers.
Stevensen and Geddes Smith record what was
found during the demonstration period and later up to
1934.

Demonstration clinics were held in seven widely

scattered cities.

They were manned by a staff sent out

from New York City and conducted from six months to two
yeare.

Out of their experience the following conclusions emerged and serve as a basis for much of the
child guidance work of today: (1) Child guidance should not be limited .
to any one diagnostic group and that the clinics
have the most to offer to children of adequate
intelligence whose difficulties have not been
of too long duration.
(2) Thirty-nine percent of children may
profit by psychiatric study and treatment.
(3) Child guidance clinics must work with

and through the community and have to be promoted by the community.
(4) That the clinic always faced the possibility of being swamped by patients as soon
as it was accepted by the community.

(5) That the salvation of the whole situation lies in education of the public and social
workers.

PART II
PRESENT PLAN OF!
WELL-ORDERED PSYCHIATRIC CLINIC
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PART

II

PRESENT PLAN OF A
WELL-ORDERED PSYCHIATRIC CLINIC
with reference to
Personnel, Purpose, Qost, and Distrib.ltion
Through the demonstration clinic experience
was reported by Stevensen and Smith, (most of the material in this section is baaed on their work) a form of
clinic and mode of operation were worked out that have
been followed by many clinics ever since.

Typically,

a child guidance clinic staff consists of psychiatrists,
psychologist, and psychiatric social workers in a ratio
of 1:1:2 or 3, and sometimes includes a pediatrician as
well.

A

fairly typical unit may be taken as the one

established by the St. Paul (Minn.) Children's Bureau
and reported by Harold B. Hanson. (30)

In this there

is the psychiatrist who is the local director, a
psychologist, two case workers and one group worker.
Going on with the St. Paul report we find a
very typical development.
objectives.

They started with two main

(1) Early identification and treatment of

children presenting personality and behavior problems.
(2) Development and integration of existing social and

welfare agencies directed toward the needs of children.
In this unit, as in all, it wa s necessary to start with
juvenile offenders and try to show results while at the
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same time trying to secure referrals from schools, and
welfare agencies so that early cases might be treated.

At the time of report this hope is just beginning to
become a realization.
Now returning to the general discussion, the
objective of such a clinic is held to be "bettering the
adjustment of children to their immediate environment,
with special reference to their emotional and social
relationships, to the end that they may be free to
developto the limit of their individual capacities
for well-balanced maturity." (31)
In other words, child guidance staffs no
longer think primarily in terms of prevention but are
interested in helping children with their present problems for the sake of present satisfactions.

In addition,

the clinic usually carries on a program of education
designed to spread a knowledge of mental hygiene
throughout the community.
Most clinics of this type receive patients
through the medium of social agencies, such as schools,
courts, and visiting nurses, though referrals directly
from parents form a considerable part of the intake of
some clinics. (32)

Once well established, the clinics

tend to exclude from service or to give only limited
service to children suffering from extreme mental defects, and they refer to hospital clinics or private
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physicians the children whose troubles are traced to
physical causes.
The methods of psychiatric and case work
treatment vary considerably due to differences in theory,
auspices, geographical areas, training and interests
of staff members and other more diversified factors.
According to the Directory of Psychiatric
Clinics in 1935 there were 617 community clinics, i.e.,
~clinics open to the general public and excluding those
conducted on parole

from institutions, for institutional

charges only, or for other special groups, such as
college stuq.ents. 11

(

33)

There are undoubtedly more

now, but not an amazingly large increase, so these
figures may be used with some reliability.

This showed

an increase of 147 over the preceding ten years in spite
of the fact that some psychiatric services were curtailed
due to the depression.

This number of clinics had an

intake of about 100,000 new patients annually, but how
many of these were children was not listed since many
of these clinics are for adults as well as children.
The clinics reporting a psychiatrist, psychologist and social worker numbe:red 235 ( 38,%) and 141
of these were located in cities of over 100,000population.
The other 94 (and some of the 141) were served by traveling staffs giving service to several communities.
stationary child guidance clinic was restricted to

The

20.
large cities, and no city under 150,000 population
had one of that type.
The reason for the above facts was probably
~inancial.

A unit including secretarial help costs

about $20,000 a year, and usually treats about three
to four hundred new patients annually. (34)

Clinics

of this type are frequently financed by private funds
and the likelihood of a community chest allotting that
amount for child guidance depends on the size of the
city and promotion which the project receives.

This

itself would be the reflection of the position which
child guidance holds in the community.
This raises the question of finance.

The

1935 census showed about thirty per cent financed by
private funds, while sixty per cent were state supported.
Five percent were supported by their city, while counties
supported one-half percent.
supported three clinics.

The federal government

The number of clinics in var-

ious states, the source of their financial support, and
the number of psychiatric hours available weekly are
shown on Table I. (35)

Notice the uneven distribution.

Fifteen states had no clinics and in nine others
(including the District of Columbia ) the state made no
contribution to psychiatric work with children.

New

York provided 209 clinics for a population of about
12½ millions while an equal number of people lived in

2 ....

TABLE

1

Hours of psychiatric service a nd source of financial sunport of clinics accepting children as patients in the
various states in 1935
Total Hours
of Psychiatric
Service Available Weekl,I*
California
252. 5
Colorado
80.0
Connecticut
158.0
Delaware
42.0
Di st. of Col.
81.0
Georgia
4.0
Illinois
667.5
Indiana
3.5
Iowa
43.0
Kansas
6.0
Kentucky
48.o
Louisiana
46.o
Maine
1.5
Maryland
478.5
Massachusetts
667.0
Michigan
384.5
Minnesota
103.0
Missouri
86.o
Nebraska
10.0
New Hampshire
10.0
New Jersey
224.5
New York
2,301.5
North Carolina
26.0
Ohio
342.0
Oklahoma
41.0
Oregon
8.0
Pennsylvania
625.0
Rhode Isl and
83.5
South Carolina
17.5
Tennessee
17.5
Texas
125.0
Virginia
94.0
Washington
38.0
Wisconsin
62.0
Total

7,177.5

Number
Source of
State
Govt~.
5
2
1
8

...
21

-

of Clinics and
Financial su1212ort
Other
Sources
Total
4
8
9
5

2

7
1

5

2

2

16

37

2

2
2
2
2

1

1

i

2
2
2

1
8

27

22

3
1

6

14

66
27

-

10
7
5
7

23
143

16
66

39

56
20
1

6

7
1

l
6

-6

6
209

2

2

17

23

3

3

2

2

44

25

2

7

10

69
9

-1

19
1

6
2

2
2

2

1

6
5
4
4

244

611

3

m

*Includes hours in 35 clinics serving adults only and
excludes 28 clinics that did not report on this question.
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the states with none.

Many more inequalities may be

found in the table on a basis of population.
Another conclusion -- that state governments
are the chief source of income -- may be found incorrect.
It is true that 60% of the clinics were state-financed,
rut these 60% provided only 23% of total hours of psychiatric service.

On the other hand, state-financed

clinics served the small cities and towns -- 80% in
cities under 100,000 -- while the private clinics we r e
confined to metropolitan areas.

With respect to this

point in Mary Augusta Clark's analysis of the situation
for the National Committee for Mental Hygiene, it is
shown that all thirteen cities of 500?000 or more had
at least one "threefold clinic" serving them and offering at least 30 hours of psychiatric service a week.
( This is considered full time).

In the next group

of 24 cities between 250,000 and 500,000, only half had
such service, but three had clinics o f fering 10 or more
hours and two had clinics, but offered less than ten
hours per week.

Among the 14 cities with 150,000 to

250,000, there were five with full time clinics, two
others with 10 to 30 hours, and one with less than that
amount.

In the last group of cities (1000,000 to

150,000) there were no full time clinics, five h ad
less than 30 hours a week and ten had clinics with
less than ten ~ours of a psychiatrist's time.

In other

23.
words, full time "threefold" clinics accepting children
existed only in cities over 150,000 population and were
infrequent in cities of less than 250,000.
Now just one more look at the problem in relation to the ratio of psychiatrists to total population.
The National Committee for Mental Hygiene estimates that
large cities can support one full time clinic for every
200,000 (this is baaed on financial possibilities and
not needs of the community).

Such a clinic can serve

about 250 childred and 300 adults annually.

Outside

of the cities which have such clinics live 86,000,000
people.

To give them the amount of psychiatric service

available to residents of large cities (and this is not
sufficient) would require 864 psychiatrists who, working
at the rate of 38.5 hoursa week (the standard used in
a recent New York survey), would give 33,264 hours of
service.

Actually, the amount of service available to

these people in December 1935 was about 1200 hours or
about 4%.

This, of course, cannot be taken literally,

but even considering large margins of error, the lack
of service must be great.
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PART III
THE RELATIONSHIP OF THE PEDIATRICIAN AND GENERAL
PRACTITIONER TO THE CHILD GUIDANCE CLINIC
!_ill special remarks~ to~ plan for
~

school and state.

Consideration of the above may make the child
guidance clinic sound as if it is the answer to the modern prayer that all children may grow up without faults
or if faults show evidences of outcroppings, then they
may be.seen and corrected at once by applying at the
nearest clinic.

However, as the figures show more than

two-thirds of the population do not have this service
within traveling range -- and again those with the
service within range find all but 23% of it to be private and quite out . of the

II

great average man' s 11 reach.

We also see that the establishment of such a service
would entail a cost of $20,000 per year, besides the
work of promoting and the thankless first few years of
waiting for results to show as a reason for existence.
So we find a situation which may be ideal is
set up on paper and in a number of places is actually
working, but as a general tool is still not available
to everyone and so perhaps fits into its proper place
as a specialty and should so rank as such, reserving
for its existence areas which its cost is justifiable
and a reasonable substitute made otherwise.
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It will also be noted in theabove discussion
that "pediatrician" was mentioned only once and "general practitioner" never.

This, we think, is the

apswer to the matter.
It is well recognized that a physical examination is necessary for the proper functioning of the
clinic, but still this is seldom emphasized other than
that it should be done and so we see error to the other
extreme of the study

II

of the whole person" where rather

than the mental being forgotten, it may be the physical.
It seems quite logical that a physician who
brings the child into the world and looks after its
physical well-being as the years roll by, would be 1n
an enviable position for the study of personality
development.

In the first place, personality is in-

teresting in itself, and secondly, as is stressed in
t .r eatment of every illness, it is an essential element
in forecasting and controlling the course of physical
disorder.
It is certain that the traditional family
physician practices a lot of high grade mental hygiene
as do many pediatricians though they are certainly not
universal.

This is apparent from a little history which

has already hit home.

A boy of eleven had a bad mastoid.

Up to this time he had been chronically sub-par.

His

mother made all the arrangements for an operation which
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a specialist stated was necessary.

On the morning

of the operation, the boy's father, in talking with
a friend, was impressed with the '' extreme hazard" of
the operation, and hurried to the hospital in time to
ar~ive at the surgery Just as the boy was ready for
anesthesia.

Stating that he

11

didn't want his boy

killed, 11 the father stopped the operation, but during
the discussion, which the boy heard, it was brought
out that he needed the operation, and if he didn't have
it, he would probably die anyway.

However, he lived.

During the next few years he was uncontrollable.
He stayed out late at night.

He was a member of the

Y.M.C.A. and Table Tennis Club.

In these places he

seemed no different than average, except for his high
excitability.

However, in other situation he was al•

ways in little troubles - stealing small things, always
in the wrong place or tormenting someone - and his Dad
usually helped him out of his difficulties.
He is now 17, and the most Jittery boy ever
seen by the writer, and is at present in trouble with
the police because of an episode of purse-snatching
and petty violations.

Here, we believe, is a boy who

needed some help and whose study would certainly have
been a revelation to some of us who may be the future
physicians, as well as parents.
Ziegler made a survey of the feeling on the
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subject by general physicians and found the f ollowing: (37)
Out of 95 interviewed
28 expressed much interest in "nervous
diseases"
12 were much interested in "mental diseases"
56 felt little interest in the field
25 had no interest in the field
46 admitted no knowledge of mental hygiene
48 admitted knowing very little about mental

hygiene
5 felt well informed.
This, it seems, is a poor commentary on the
persons who have the responsibility of guding first, the
parents, and later the child in respect to the detection
and treatment of symptoms which are now considered of
import to the child t s future mental health.

Certainly,

the pediatrician and general practitioner should understand
and treat the commoner mental health problems.
Marriot and Kubitchek, in their development
of the St. Louis Child Guidance Clinic, make the following statements abrut the,i r findings: (36)
1.

Conditions conducive to healthy mental devel-

opment in childhood are not complex and certainly not
beyond the comprehension of the pediatrist, provided
the subject is considered sufficiently important to be
included in pediatric education.
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2.

Practically all cases that come to the child

guidance clinic have been under medical, and usually
pediatric, care for a long time.

The more serious

evidences of suspected emotional disturbances that make
them candidates for psychiatric treatment were preceded
for a considerable time by milder manifestations which,
ideally, should have been recognized and treated by the
pediatrist.

3.

While pediatrists review in detail factors

pertaining to physical health and are effective in modifying conditions unfavorable to physical growth,
practically no attention is ordinarily given to the
mental health of the child.
4.

Children suffering from physical manifestations

of emotional disturbances constituted a considerable
section of pediatric practice.

A lack of understanding

of basic causitive factors and consequent treatment
of the physical symptoms is a handicap to successful
therapeutics.

5.

Child guidance clinics, even in the few places

where they do exist, reach only an insufficient number
of the total group of children suffering from mental
ill-health.

6.

The uncorrected emotional distrubances of child-

hood play an important role in the production of adult
neuroses and other forms of maladjustment.
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They further believe that the pediatrician
(and general practitioner) should be able to
(a) plan daily routines and schedules that are
favorable for sound emotional, as well as physical,
health, (b) recognize and understand the common physical
signs resulting from emotional disturbances, (c) be
able to trace the sources of emotional disturbances
in cases where the physical disorders have been produced, (d) plan treatment measures directed at the
correction of t he factors that cause theemotlonal
difficulties, as well as the alleviation of t he accompanying physical disorders.

Such a practical working

knowledge of child psychiatry would be most desirable
for the welfare of the pediatrist' s patients and for
his own professional success.
While not all prediatricians and general
medicine men would probably agree wi th all of the six
statements above, some of them probably do apply to more
or less extent.

Certainly, we have to agree that mental

hygiene is important enough to be included in the
educational endeavors.

Secondly, it is a great over-

sight and quite without reason to let a habit or some
other act, which is a recognized precursor for behavior
problems, go on to develop while the physician assures
the parents that the child will "outgrow it."

We can go

on down the list and if each is true, then certainly
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the public is not receiving the service to which they
are entitled if any one is very generally true.
Going on to the conditions which set up as
necessary for successful dealing with the situation we
find that they are certainly not too inclusive and doubt
if very many opponents of the four items could be found.
In scheduling a day, a physician must remember the
mental angle when "rest" is prescribed.

This is just

as important, if not more so, in the child's schedule
with a developing behavior problem, yet it may be tossed

off with a mere - "keep track of him."

Certainly it

is not too much to ask that a man recognize and treat
the commoner disorders while he still retains enough
judgment to refer to the specialist when he can see the
situation calls for it.
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PART IV
A REVIEW OF THE SITUATION I N NEBRASKA,
AND ESPECIALLY OMAHA AS OF FEB. 3, 1943
The establishment of the Child Guidance Clinic

-

is a worthwhile project in areas which are able to support
it.

Tqat one patient set upon the right track is well

worth any amount of money may be a truism, but still
when the public pays, they must have value.

This is

true not only of retail stores, but is being demanded
of churches and Y. M.C.A.'s as well, and must be considered
in the establishment of a service under discussion here.
So in areas where they have been shown to be worth the
time and energy, let us have our stationary three-fold
unit.
Next, let there be traveling units which spend
their ti me one full day for every 25,000 as seems to be
the proper spacing (38), but in doing this, let us
so space these stops so . that all avail a ble time will
be used for diagnosis and treatment, rather than onehalf for that and the other half for traveling.

In

this manner a second part of the population -- still
the more densely settled areas, to be sure -- but
still an area needi ng more service, will have access
to a modern, efficient method of diagnosis and treatment.
And then for the t hird large area (which
corresponds to our situation in Nebraska) let there be
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general physicians, well•trained in the elements of
early diagnosis artd treatment of these situations.

In

addition to the general men, there must be a specialist
to handle more advanced or difficult situations which
the local men do not feel able to handle.

To do this,

the clinic should be set up, with what experience has
shown to be the best. organization, in connection with
the Medical School which 1s producing the physicians
for the area.

This unit should be considered much the

same as the Laboratory or X•Ray department, in that
these are maintained at a high calibre to show the students how things can be done, though few will ever have
such elaborate equipment for their own use.

In the

same way, the p_s ychiatric unit should be run as near the
ideal as possible.
In this manner, with references of patients,
with local patients in less advanced conditions, and
with qualified men in charge, the young doctors coming
out of school would have some idea as to diagnosis and
treatment of the commoner problems in this field.

And

so the great rural population would then receive a more
intelligent service from their doctor and still have
available a specialized unit when necessary.
Nebraska then would be entitled to one complete unit in Omaha and could well support it on basis
of population.

It coqld and should have a well-staffed
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unit, in fact, due to the size of the city and presence
of the two Medical Schools.

It could well be established

as an ideal unit, partially state and community supported
but also handling private cases.

The other social wel-

fare agencies are already in contact with the town and
the Visiting Nurses Association 1s an establishedorgan1zat1on which is well respected, so much of the ground
work for community welfare 1s already laid.

Looking over the rest of the state, we find
Lincoln with a population which should require about
three days per week and then over the state nine towns
between 8,000 and 20,000 population, which, with their
surrounding rural population, might well be visited one
or two days each month.

The other 557 odd communities

then are the ones - which need the physicians who have
been· trained to do the job properly.

Of course, not all

these towns support a doctor, but even dividing the
number in half leaves almost 300 to consider.

These

communities run from 400 to 8,000, and though certainly
not worth ~the bother of visitation by a unit, still have
their four to eight cases which could well use care and
all of them have some sort of doctor service, which, if
it included a f~ir training in psychiatric practice,
would be quite an aid.

So much for the theory - now to

the situation in Omaha.
As much as twelve years ago there was a clinic
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on paper for the city of Omaha, and carried in the
Journal of Psychiatry under Dr. G. A. Young's name.(39)
This, however, did not function much other than as a
single-man unit to garner material from the town for
presentation to classes at the University of Nebraska
College of Medicine.

There were several other attempts

down through the years, none of which did more than gain
a few more converts to the cause.
Then in 1938 and early 1939, a group of social
service agency heads, physicians, and school authorities, known as the Council of Social Agencies, became
conscious of the fact that Omaha was one of the minority
of cities of its size in the country which did not have
a "Mental Health and Child Guidance Clinic."

They

appointed a committee, which in turn sent out a questionnaire to agencies doing children's work, and found the
following to be true:
"An Inquiry for .t he Study of Psychiatric Needs

of the Agencies in the City of Omaha.
11

The purpose of this inquiry was to discover whether

the social agencies within this community have a need
for psychiatric service for children.

By

'psychiatric

service' we mean: Diagnosis and treatment by a medically
trained psychiatristof those children whose behavior
is sufficiently erratic to suggest mental disturbance.
"For the purpose of this study, 'children' in-
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eluded all young people under 21.
"Twelve agencies answered the questions, though not
all agencies reported on all questions.
11

1.

Ten agencies reported a total of 5036 children

served during 1939.

Of them, 236 showed definite

personality maladjustments, though not necessarily serious.
11

2.

seven agencies estimated that if adequate

facilities for psychiatric service were available, they
would refer a combined number of about 500 cases a year
to it.

"3.

All twelve agencies felt the need of more ser-

vice of this kind, and nine favored a centralized clinic.
11

4.

At this time of the study, nine of the agencies

were using private physician's services and several were
also getting service from the dispensaries and other
sources.

One had a psychiatric social worker on its

staff and two others reported staff members who had
had courses in this field.

All were able to get oc-

casional psychiatric service, but not easily or conveniently. 11

(

40)

This study showed that a single unit would
be more than suppl.led with work and that the need was
certainly felt in Omaha.

So a committee was appointed

which recommended the endeavor to the Community Chest.
Here this project seems to have died officially, but
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the spirit was still moving such men as Superintendent
of Schools H. M. Co_rning, head of the Visiting Nurses
Aseoc1at1on Leda Holdrege, psychiatrist R. A. Young,
and Dr. Lowell Dunn, as well as the Juvenile Court and
Child Welfare Agency.

So, though the project seemed

dead, and the committee was dissolved, they continued
their promotion and made a study of clinics in action
in various other cities.

A summary of the organization

and results ls tabulated on the next few pages.

This

was obtained from the Demonstration Clinics, mentioned
on page 17, and was compiled in 1938.

37.
Table Showing Data Concerning Demonstration Clinics
122.§ Data

Clinic

Staff

Source
of
Cases

Duration of
Stud_y

No.
of
Cases

8 mo.

344

Pub. funds
failed,but
3 child
guid. els.
in St .L.

Norfolk,Va. 1 psycht. 32% Juv.Ct.
No data
1 psychol 68% schools
3 p.s.w.
and soc. agncs.
2 stud.s.w.

247

Town too
small to
support.
(l].5,777)
Inad.loc.
re sources.
Now served
by state
trv. clin~

Dallas

259

lpsycht.
1 psychol
·2 p. s. w.
Com.Chest
agency.New
cases 1938
- 395.

parents, soc. 1 yr.
agencies,Ct.
etc.

200

Has no soc
workers so
is not con
sidered a
Child Guid
clinic.Now
under auspices st.
Hospital.

Minnesota
1 psycht. 37% soc.agncs.l yr.
at the Univ.3 fellows 25% family
serving St.
in psy- 19% schools
Paul also
chiatry
2 psychol.
6 p.s.w.
s.w. studs.

610

St.Paul
1 psycht.
1 psychol
3 s.w.New
cases 1938
- 303.
Minneapol.
1 psycht.
1 psychol
2 s. w. No
case rept.

St. Louis

1 psycht. 74% Juv.Ct.
1 psychol. 26% schools,
3 s.w.
homes, etc.

1 psycht. 25% Juv.Ct.
No data
1 psychol. 25% Soc.Agnes
3 p.s.w.
25% families
25% school, Drs.

Monmouth Co.l psycht.
New Jersey 1 psychol
1 p.s.w.

StS:ff
Cases
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(continued)
Los Angeles

2
2
3
4

Cleveland

3-team
no. of
each not
given

psycht. 11%
psychol 8%
to 6 s.w~3%
students20%
ins. w.

Juv. Ct.
agencies
families
schools

1 yr.

300

Became a Com.
Chest agency
in 1924. Has
1 ½ psycht.
1 ½ psychol
1 pediatric.
2 s. w., 1 fel
low in psychiatry.No case
report.

36%
24%
29%
8%
3%

agencies
families
schools
Juv. Ct.
medical

1 yr.

533

Perm. financing at the
end of dem.
by Com. Fund.
1938 date.:
2 psycht.
1 fellow,
3 psychol.
4 s.w. New
cases- 523.

Philadelphia psycht.
46%
psychol. J3%
p.s.w. 's 13%
stud. in
3%
psychiatry 5%

agencies
families
schools
court
other

2 yr.

744

Com.Chest Ag.
since demon.
3 psych. 3
fellows in
pediatrics.
1 psychol.
6 ½ s. w.
New cases525.
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At this time the United States Public Health
Bureau offered to match two to one any money put up by
communities for a project similar to this, and so the
I

group settled on a $15,000 budget, $5,000 to be furnis hed
by the Community Chest and $10,000 by the United States
Public Health Bureau, allotted through the State Department of Health.
Thie plan, along with concrete suggestions
as to a plan of procedure, was then presented to the
new Community Welfare Council, which had just been formed
to study and plan for the integration of Social Agencies
in Omaha.

This group was made up of heads of the social

agencies and public-minded citizens and contained many
of the same persons interested in the project.
This group studied the situation and finally
agreed to present it to the Board of Directors of the
Community Chest.

Here the question arose a s to whether

or not the fact that the money came through the State
Board of Health would give them the right to rule the
situation and so take it out of the hands of the community of Omaha.

This seemed to stop the whole project

for some time, as the time for getting certified as a
chest agency was past for the year, and the project
again seemed dead.
However, again the group which had done most
of the work continued to plug along .

They invited Vogel,
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one of the we11~1mown men 1n the field of Child Guidance,
to spend same time in Omaha.
the proper people.

Here they saw that he saw

Next they convinced the ones who

worried 'about the state being too much in control that
this would not be true, by showing that the Visiting
Nurses Association was an organization financed in this

way and that they had no trouble.

And a third big item

was the bringing of Kirkpatrick, a big man in psychiatry,
and a graduate of our. own University of Nebraska, to town
and again seeing that he was heard at the proper places.
Again the project was placed before the Directors of the Community Chest.

This time it was agreed

that if the United War and Community Chest was successful
for the year of 1942-43, the Mental Health and Child
Guidance Clinic would be on~ of the new projects started
and $5,000 allotted for this pupoee. (41)
The Chest Drive was a huge success, and the
Directors and Budget Committee kept their promise to the
group by allotting $5,000 on February 2, 1943·.

So at

least that much is done.

Now, it seems, the original $10,000 earmarked
for Nebraska has reverted to the treasury of the United
States Public Health Bureau and this must be reallocated.
So ~ch for the development of the situation
in Omaha.

Now to the plan itself.

None of the follow-

ing has been done, as yet, but is the plan in its embryo
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form as near as Dr. Lowell Dunn and Community Chest
Secretary Mac Neil (43) can give it.
First, a Board of Control of the Omaha Mental
Hygiene and Child Guidance Clinic will be set up.

This

committee will be composed of the interested persons who
have pushed the project, especially someone from the
school system, probably Mr. Corning, representatives
from Juvenile Court, Child Welfare Agency, and other
organizations who might wish to make use of the clinic
one it is est ablished.

It will then be up to this group

to establish the policy of the organization as to who
is eligible for service, what service ls to be made
available, what the staff shall be and to a certain
extent the number of patients that may be handled.

This

last item is important due to the fact that it has already been indicated that over 500 patients need such
service.

It has been quite definitely shown by studies

of other clinics that the top number handled efficiently
by a good ongoing clinic is about 300, and the Omaha
Clinic still has to be organized.

They will also be

responsible for regaining the money from the Public
Health Service.
When all the above is accomplished, then their
next big job will be to obtain a staff.

This, of course,

must be made up of experts and the budget as it now
stands ($15,000) will just about provide for one good

~.
psychiatrist, well-trained in the children's field, one
psychologist and one psychiatric social worker, trained
in this field, along with housing and stenographic service for one year.
The question, of course, immediately comes to
mind - How will it be possible to run the clinic on
$15,000 annually, when on page 20 the rock bottom figures were given as $20,000 for a first class unit?

The

answer to this, and incidentally to how will the number

be limited, is as follows:
Only children referred from agencies already
in action, or which come into being, that are able to do
the case work necessary for service will be accepted.
Thus, when a case is accepted, it will come to the clinic
with a careful case study and medical examination already completed.

In this manner a great deal of time

will be save on this part, and so a greater amount can
be spent on the specialized services of the clinics.
This, of course, will bring up some problems as to
who will be eligible for the other social agencies'
services, but the general opinion of those in charge
of the various agencies seems well agreed that they
can care for the situation so that few of those who
really need the service will be passed.
In addition to the specialized service which
will be available in the clinic, it will further be used
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as a source of social worker and public education.

Thus

we will have social workders who, after a little direction, will be better able to cope with more situations
and in turn render better service.

Then, also, the

public will be better educated on the principles of
mental hygiene and any profits which are afforded by
this will be realized.
Some pages back we devoted quite some space
to the relationship of students, medical schools and
psychiatric clinics.

In this plan the unit is to be

an independent unit, and though no plans are as yet
fixed, there seems to be no thought in any of the people's
minds who have been interviewed as to any connection
with either one or both of the medical schools which
are located in Omaha.

This, it seems to me, is certainly

an oversight on the part of the schools and the committee.

It would be an oversight on the part of the

schools in that they would be passing a chance to obtain
some very useful instruction for the students.

It would

be an oversight on the partof the clinic, first, because
they might be able to obtain housing in one of the institutions in return for services wnich they would make
available for student study, and secondly, they would
be able to obtain a little more aid with their work
by the use o f students.

A plan of this sort is in

effect in one of the University of Minnesota Clinics
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in which each senior student is assigned one or more
cases and he is responsible for this case throughout
his senior year.

In addition, there are regular

clinic sessions for the students as in any other medical course.

So it seems that there would be mutual

advantages for some connection between the schools
and the clinic.
Now as to personnel.

It has just been men-

tioned in passing that the budget might, by stretching,
obtain a psychiatrist, a psychologist, and a psychiatric
social worker.

This, along with adequate secretarial

help, is the barest possible organization to enable
a unit to function as it should.

Now, agreeing that

this is sufficient financial support, arises the problem of securing qualified members for the staff.
iB indeed a problem.

This

However, Dr. Kirkpatrick, when-

ever he was here, assured the committee that, when the
financial backing was assured and the unit was ready
to be set up and begin operation, he would provide them
with a first class group of workers and so this problem
is apparently surmounted.
That is the situation as it stands on February 4, 1943.

It seems that the project is at last

going to be a fact and that Omaha will take its place
along with other modern cities in its population range
in respect to progressive Mental Hygiene.

PART V

SUMMARY
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PART V
SUMMARY
In summary, the following points have been
considered and some discussion pertinent to each has
been presented to support an opinion as to why each
was true.
1.

Mental Hygiene and Child Guidance Clinics are

not just another fad in Medicine, but are a logical development of the field of psychiatry as applied to the
general public and especially to children.

The project

is a result of some 40 or 50 years of applied research
on the subject with the development of methods which
are now generally considered worthwhile after some years
of use.
2.

Such a clinic must have the support of the town,

not only financially, tut also in use.

The financial

arrangements should contain at least $20,000 and a provision for more than one year's support.

This was

proven by the fact that many of the clinics were closed
because they were not supported by the community.

3.

The least possible staff consists of a psy-

chiatrist, a psychologist, and a psychiatric social
worker as well as adequate secretarial help.

All of

these should be housed in adequate quarters.

Anything

less than this hobbles the unit and it has two strikes
called upon it before it even gets started.
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4.

Such a unit 1 s feasible only in ci tle s of

approximately 200,000.

5.

The best services for the general public con-

sist of general physicians well-trained in the field of
Mental Hygiene and that this will come about only through
more interest and concentration of the ~ubject in
Medical Colleges.

These physicians then can cooperate

with units which are available.

6.

Omaha is of the population group which could

and should have such a unit.

This project is being

pushed by a group of persons, all of whom will cooperate to make it a success.

7.

Omaha's budget is only $15,000, which is too

little on the basis of past experience, rut there seems
to be a practical plan in mind which will offset this
difficulty.
8.

Properly trained staffs are availabl~ and

will be supplied through cooperation of the United
States Bureau of Public Health.
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